2009 STAFF HEALTH
EXt MINATION FORM )
[ﬂ Male -L_,j Female _Birth Date: : AgeatCamp.

SRS C|tylState/ZIp e o ... HOMe Phone Number.
staff member is Under 21 years of age: SRR RURE

'.."Work' Phbﬁé Numbe'r'”"-" S ' _ Cell Phone Number:
Work Pbone Nﬂmber GLARNIREIR __ CellPhone Number:

LN THE CASEANEMERGENC PLEASECONTACT L
. R "_'-_Phone_:__" | R Relationship:

g E'.':F_’ﬁdﬂ"?".: SRR Relationship:
Phone:

Phone:

Relationship to Staff:
“Insurance 1D Number;
_If Blue Cross: BC of {City)

reby au!honze the’ camp di rector or. camp medlca! ssaff foact on ry beha]f ' according to their best judgment, } herei}y give permission to the medical
0nnel 5 se]ected by.the camp ¢ dlrecior to ordez xwzays routine {ests or treatment, o arrange necessary refated %ransportatsen for my child and to release any
ecords necessary for insurance purposes. - In the event that | cannot be reached in an emergency, | hereby give permission to the physician selected by the

‘camp to secure and administer treatment mclucimg haspltal zataon anesihesaa or surgery for my child. This completed form may be photocopied for trips out of

[ _ y i :nformauon m connectton wnth thzs form thai the h{)spatal or physician in their sole discretion may deem proper.
hereby authorlze payment cf medlcal beneﬁts Eo the cem;) 5 fies gnated physnuarz prov ider or hospltal for ser vices described herein.

Date
Date

: S Yes o No . Yes No
: Had any recent injury, iliness orlnfecttous dlseases’? L0 o 14, Ever had problems wilh joinis (knees, anklss, etc.)? ] [}
“Havie & chronic of recurting lllness.'coﬂéﬂmn'? G = 303 ' 15.  Havean orthodoniic appliance brought to camp? | [
“Ever been hospﬁa]jzed'? : e s P ] 16, Have any skin problems (ching, rash, acne, efc.)? 18 [}
‘Everhad surgery? 4 T3 17, Heve diabetes? 3 1
¢ Have frequent headaches'? e o] o] 18, Have asthma? : [ |
“Ever had any serious mjunes? L S L1 219, Had mononucieosis within the past 12 months? [ ]
Wear glasses, Contacts or protectwe eyev\rer:lr'-> ol ofd 20, Had problems with diamheadconstipation? | Ol
kver had-frequent isar infections?-- 5 RO 21, Have problem with sleepwalking? ] N
ver beendizzy or passed ouf dzznag or after exerclse’? B3 B 22, i female, have an abnomat menstrual history? ] |
“Everhad selzuresorotherepllept:c symptoms’? sl ] 230 Have a history of bed-wefting? ] ]
.27 Ever had high-blood pressure? s GE T 0 24, Have an eating disorder? ] [}
S Ever had heatt frouble? 1 H 25, Ever had emptional difficulfies for which protessional helpwas sought? ] Ll
: Everhacf backt;ouble'? g R :3 oI S 28, Cther? [ 1
plalr; aﬂy "ye: answers notmg the nﬂmber of the quesuons

(OVER)



Yes No

Haleoes the staff Yes No St
1. Have an emotional health concem that wifl impact your work? = i 3. Doyou have an eaimg dlsorder that w1|| |mpact Ei D B
: your work? . 3
2. Do you have a psychiatric diagnosis such as depression, OCD, panicfanxiety disorder 1 r1 4, Do you have a leaming chaiienga %hat WIII D D.
that will impact your work? :

impact your work’?

If “yes” to any questions in this section atfach a statement that: _
a.  Describes the concern and your management plan while working af camp; and
b.  Describes the suppori needed from your work stpervisor to complement your plan.

PLEASE NOTIFY US IE STAFF HAS BEEN EXPOSED TO ANY CONTAGIOUS DISEASES DURING THE 3 WEEKS BEFORE THE START OF THE CAMP SESSION.

Which of the following [ Measles [ ChickenPox [ GermanMeasles [IMumps [ Hepatis® [ Sinusits [ Bronchits [ Riiehrﬁét_ﬁc Fever .
has staff ever had: ‘ e T Lo

PLEASE GIVE DATES OF MOST RECENT IMMUNIZATIONS FOR: . ) ol =
oTP Polio o Haemophilus Influgnza B 3

TD (TetanusiDiphtheria) Measles Hepafitis B : o
Tetanus Rubella

MEDICATION ALLERGIES {list and describe reaction and management of the reaction):

FOOD ALLERGIES (list and describe reaction and management of the reaction):

OTHER ALLERGIES (list and describe reaction and management of the reastion) ~ include bee or other insect stings, hay fever, asthrha, é?ﬁ_nééis, gle. o

MEDICATIONS — Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely. Include the namebf'fﬁédicéﬁon,_ the dosage and * L

frequency of administration.

RESTRICTIONS - Please list distary restrictions, specific activities to be avoided, or necessary adaptations or limitations;_ - = ©°

FOLLOWING MUST BE COMPLETED BY LICENSED MEDICAL PERSONNEL

| have examined the above listed camp volunteer or employee. Date of last exammailon
8P ‘Weight: Height: L
In my opinion, the above applicant  [is Ois not  able to participate in an active camp program TN vl T

The applicant is under the care of a physician for the following conditions:

Current treatment at the time of this report includes:

Recommendations and Restrictions at Camp:
Any medications to be administered at camp {name, dosage, frequency} or mecilcaily pfescnbed daetary restr;ctions

Any known allergies:

Description of limitation or restriction on camp activities:

Signature of Licensed Medical Personnel:
Printed Name:
Address:
City, State, Zip:




